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 Abstract 
Within the United States, each year there are 428,000 children in foster care and 135,000 
children who are adopted (Adoption Network, 2016). This is a difficult population to treat due to 
social, emotional, and behavioral deficits as a result of early abuse and neglect. The research 
identifies an increase of mental health symptoms and emotional and behavioral difficulties. 
Complex trauma occurs frequently within this population which increase the difficulty in treating 
mental health symptoms. As a result, treatment approached need to be tailored to the client’s 
unique background and needs. There is a gap in the research regarding the effects of early 
disruption in attachment and changes in caregivers and environment due to out of home 
placement. In turn, this highlights the need for early intervention. This group manual was created 
for children aged five to six-years-old to provide them with emotion identification, coping skills, 
trauma exposure, regulation, and a support system of peers. Materials are provided in a 
developmentally appropriate manner, thus utilizing play and activities. Trauma-Focused 
Cognitive Behavioral Therapy, Mindfulness, and the Bounce Back program were the theories 
and programs that drove the creation of this manual. This manual was developed as research 
suggests that children prefer peers to be involved in their treatment, therefore, a group 
intervention seems very fitting (Ingley & Dobel, 2013). 
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Introduction 
 Within the United States each year there are 428,000 children in foster care and 135,000 
children who are adopted (Adoption Network, 2016). It has been shown in previous literature 
that children who have been placed in foster care and then adopted have often experienced some 
sort of neglect or abuse. In 2017 alone, there were 674,000 children that were victims of 
maltreatment and of those, 74.9% of these suffered neglect (Child Right’s, 2018). Within recent 
years we have also seen the rates of child maltreatment rising. The United States Children’s 
Bureau found that from 2013 to 2017 the number of children who were victims of child 
maltreatment rose from 656,000 to 674,000. Within this report, it was also found that in 2017 
12.1% of children had a caregiver who misused alcohol and 30.8% had a caregiver who abused 
drugs (United States Children’s Bureau, 2018) 
 All of these factors have led to a very complex population to treat within the mental 
health profession. Children who have experienced abuse and neglect are often the most likely to 
be within foster care and consequently adopted. They also have increased mental health 
diagnoses and increased functional impairment due to lack of a support system and trauma 
symptomology (Lehmann, Havik, Havik, & Heiervang, 2013).  
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Literature Review  
The Impact of Out of Home Placement on Mental Illness in Children  
 Lehmann et al. (2013) aimed to examine the prevalence of mental disorders in 6 to 12-
year-old foster children and assess comorbidity and risk factors. This information was obtained 
from 279 foster care children and child welfare records. Results showed that 50.9% of the 
children met criteria for one or more DSM IV disorders. This research was conducted within 
three main diagnostic groups emotional disorders, ADHD and behavioral disorders. It was found 
that 21.5% of the sample were diagnosed with an emotional disorder, 19% were diagnosed with 
ADHD, and 21.5% with behavioral disorders (Lehmann et al., 2013).  
It was also revealed that 30.4% of the sample had disordered in 2 of these 3 diagnostic 
groups, and 13% had disorders in all three. Another significant finding of this study was that 
19.4% of the children were diagnosed with Reactive Attachment Disorder, and of those diagnose 
58.5% had comorbid disorder in the main diagnostic groups (Lehmann et al., 2013). Exposure to 
violence, serious neglect, and the number of prior out of home placements were shown to 
increase the risk for mental disorders.  
This emphasizes the complexity of this population within treating their mental health and 
emphasizes the need for specific treatments for children who have been within the child welfare 
system. This research study has shown that the experiences that children who are in foster care 
have had may have long lasting effects on the children and their mental health. Not only are the 
children likely to have a mental health diagnosis they are likely to have multiple.  
The idea of complex trauma also comes up on the research of this population. Complex 
trauma is defined as a prolonged, repeated experience, of interpersonal trauma in which the 
individual has little or no chance to escape (Greeson, Brigges, Kisiel, Layne & Ake, 2011). 
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Greeson et al. (2013) set out to examine trauma histories, including complex trauma exposure 
(physical abuse, sexual abuse, emotional abuse, neglect, domestic violence), posttraumatic stress, 
and behavioral and emotion problems of children within the welfare system. 
This study involved 2,251 that were referred to the Child Traumatic Stress Network for 
treatment. 54.1% of the population resided in foster care at the time of this study. The results of 
this study found a high prevalence rate of complex trauma in that 70.4% of the sample reported 
at least two of the traumas that constitute complex trauma, 11.7% of the sample reported all 5 
types (Greeson et al., 2013). It was also found that when compared with those with other types of 
trauma those with complex trauma histories had significantly higher rates of internalizing 
problems, and posttraumatic stress. As a conclusion of the results of this study Greeson et al. 
(2013) suggests a screening tool that can be used within the child welfare system to assess levels 
of trauma. I believe that this would be a wise choice as knowing the level of trauma of a child 
would better be able to inform their treatment and placement.  
Within this population there have has been discrepancies across the research such that 
some children who have face early adversity within the child welfare system or have been 
adopted do not struggle with mental health or have as severe mental health symptoms. One might 
ask what causes this discrepancy and the answer to that is resiliency. Resilience is defined as the 
ability to make positive adaptation to life’s circumstances despite exposure to severe adversity, 
and a multitude of risks. to recover quickly from difficulties or toughness.  
Within Jones (2012) research he wanted to identify psychosocial that contribute to foster 
youth’s resiliency. This study also emphasized that children who have faced early adversity have 
higher rates of homelessness, mental health issues, drug and alcohol abuse, and criminal justice 
involvement. It was found within this study that resiliency was positively associated with the 
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foster youth’s availability of social support, having independent living skills competence, being 
older at discharge, and maintain contact with former foster parents. It was also shown as in 
previous research that living with family members have a positive effect on foster youth.  
Jones (2012) found that living with family members showed the strongest association 
with resiliency. In this study as well, it was shown that youth who returned home did more 
poorly than youth living in other arrangements. Negatively associated with resilience was living 
with family after discharge and having behavioral problems. Implications from this research are 
that foster youth should attempt to be kept within their family if possible and be taught living 
skills. This is valuable in informing care for foster youth but also in treatment priorities for the 
counseling profession. 
Within the literature, there has also been a theme of identifying the effects of a child 
remaining in their home environment or being placed out of home. Conn, Szilagui, Jee, Blumkin 
& Szillagyi (2015) conducted a study with the goal of evaluating and comparing the difference in 
mental health among children investigated by child welfare who remained in-home vs. those who 
were placed in stable out of home care.  
The results of this study showed that for school aged children with a history of 
maltreatment, mental health outcomes improved following stable out of home placement yet 
worsen when remaining in-home with parents. The mental health symptoms of the children in 
home despite the parents receiving in home parents training. Despite this training, school aged 
children’s mental health problems increased by 23% compared to children place out of home 
whose problems decreased by 50% (Conn et al., 2015). While it is clear by research studies like 
this that children often fair best when place in stable out of home care, sometimes this is not 
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always an option. As a result of knowing children’s mental health problems increase it is 
emphasized that child welfare monitor children remaining in home more closely and frequently.  
Treatment Modalities  
 Due to the complex nature of this population and the likelihood of multiple diagnoses this 
is a difficult population to treat within the mental health profession. This population can have 
attachment difficulties, social skill deficits, issues with the law, and trouble forming relationships 
(Howard et al., 2014).  
 One treatment modality that has begun to be researched is Trust-Based Relational 
Intervention. TBRI is a holistic approach that is multidisciplinary, flexible, attachment-centered, 
and challenging. It is a trauma-informed intervention that is specifically designed for children 
who come from “hard places” such as maltreatment, abuse, neglect, multiple home placements, 
and violence (Nelson, 2018). TBRI consists of three sets of principles: connecting, empowering, 
and correcting.  
 Howard et al. (2014) aimed to evaluate outcomes of traditional post adoption services 
with an adoption preservation program that had incorporated Trust-Based Relational Intervention 
as a complementary intervention. The purpose of the study was to determine if the adoption 
preservation program increased family stability and reduced the risk of out-of-home placement in 
adopted children. 
Results from this study showed that children’s global and psychological functioning 
significantly improved from pre to post treatment when provided outpatient treatment and the 
TBRI model (Howard et al., 2014). Specifically, children’s global functioning was rated 
significantly higher pre-treatment to post-treatment and psychiatric symptoms levels 
significantly decreased from pre to post treatment. This research also found significant effects for 
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the caregivers of these children. It was found that caregiver’s stress levels significantly decreased 
from pre to post treatment and children whose caregivers were more invested in the TBRI model 
had a greater decrease in psychiatric problems from pre to post treatment (Howard et al., 2014). 
Treatment Modalities Utilizing Caregiver Involvement 
Within the literature on children within the foster care system with a mental health 
disorder there is a variety of treatments suggested. The first is attachment and bio-behavioral 
catch up. Dozier et al. (2006) conducted a study in utilizing this method with children within the 
foster care system. This treatment modality incorporates the parents by providing 
psychoeducation in teaching caregivers how to adequately respond to their child’s behaviors and 
uses an in-home intervention. The results yielded that adoptive children whose adoptive parents 
participated in 10 weekly sessions of ABC showed lower levels of cortisol production and 
reported fewer behavioral problems. These results show preliminary evidence for the 
effectiveness of ABC on children within the foster-care system and their regulatory capabilities 
(Dozier et al., 2008).  
An intervention newly found within the research is Parent-Child Interaction Therapy. 
Allen, Timer, Urquiza (2014) researched children with histories of abuse and neglect residing in 
foster or adoptive homes. It is emphasized within this study that PCIT conforms to all 
expectations and requirements prescribed by attachment theory and research. Results showed 
that with adopted children and their caregivers that participated in PCIT, that significant 
improvements were found in positive parenting techniques, reductions in parenting stress, and 
reductions in internalizing and externalizing concerns among the children (Allen, Timer, 
Urquiza, 2014).  
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Another treatment modality that is being utilized with this population is the Incredible 
Years program. The Incredible Years is a series of interlocking, evidence-based programs for 
parents, children, and teachers, and has been supported by over 30 years of research (Bywater et 
al., 2011). The goal of this program is to prevent and treat young children’s behavior problems 
and promote their social, emotional, and academic competence.  
With their research Bywater et al. (2011) set out to examine the feasibility of delivery and 
the effectiveness of the usage of the Incredible Years program with foster care youth. Forty-six 
foster care families were allocated 2:1 intervention to wait-list control and measures were 
administered at baseline and a 6-month-follow-up to illustrate changes across time (Bywater et 
al., 2011). Analyses showed a significant reduction in child problem behaviors and improvement 
in caregivers depression levels when the follow-up results were compared to the control. It was 
also found within this study that caregivers were generally satisfied with the program, enjoyed 
the experience and gave positive comments about the program supporting their management and 
improvement of child behavior (Bywater et al., 2011).  
 Group Treatments  
In treating children who have been placed outside of the home, there is limited evidence 
on effective group intervention or models to be used within a group format. To try address this 
need Ingley & Dobel (2013) developed and evaluated a group intervention based on 
Mentalisation- based therapy. This research was qualitative in nature as semi-structured 
interviews were conducted before and after the group program. This program was developed as 
research suggests that children prefer peers to be involved in their treatment, therefore, a group 
intervention seems very fitting (Ingley & Dobel, 2013).  
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It was concluded that based on self-report and journal entries from the participants that 
the intervention had a positive impact on the young people within the group. Upon beginning the 
program, 9 of the 11 children had specific goals to achieve during the group intervention. At 
follow-up all 9 of the children reported achieving part or all of their goals and of those five 
reported achieving their goals fully (Ingley & Dobel, 2013). When children were asked to 
identify the most important things, they learned from group sessions the majority of the children 
reported understanding and managing feelings were the most important things learned within the 
program (Ingley & Dobel, 2013). 
Ingley & Dobel (2013) identified that having a chance to meet other young people in 
similar circumstances, sharing experiences and making connections were the greatest benefits 
gained from this intervention. A limitation of this study was that the sample size was small, and 
the results were based on self-report which do not support generalization to a larger more diverse 
population. I believe that this study provided good insight into future research on group 
interventions in that managing feelings should be included in group curriculums and practical-
based activities were the most enjoyed group activities with this population. Future researchers 
should consider this along with children within a similar developmental stage being kept within 
the same group. 
Scheeringa, Weems, Cohen, Amaya, & Guthrie (2011) set out to examine the 
effectiveness of group TF-CBT interventions in very young children. The children within this 
group were three through six-year-olds who have been exposed to heterogeneous types of 
trauma. This study utilized a randomized design to assign the children to either a 12 week wait 
list control or a 12-session manualized TF-CBT group. Results showed that the intervention 
group improved significantly more on their PTSD symptoms when compared with the control 
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group. Scheeringa et al. (2011) also showed that the reduction is symptoms remained at a six 
month follow up appointment.  
This study showed that children were able to understand TF-CBT concepts and complete 
specific techniques which documented the feasibility of the use of this technique across the 
lifespan (Scheeringa et al., 2011) This study also found that the group environment was effective 
for preschool age children with the implementation of CBT. It was also emphasized that this type 
and delivery of therapy may reduce several symptoms of comorbid disorders.  
Researchers O’Donnell et al. (2014) set out to examine the effectiveness of group-based-
trauma-focused-cognitive-behavioral therapy on orphaned children in Tanzania. They adapted 
the TF-CBT for Child Traumatic Grief protocol to be utilized within a group format for 12 
weekly sessions. Children engaged in the study were children who were orphaned, living with a 
family member, and experiencing grief and/or PTS symptoms. O’Donnell et al. (2014) 
conducted separate groups for the children and their current caregivers with conjoint activities. 
By doing this, these researchers are again emphasizing the importance of involving caregivers in 
the treatment of children. 
The results of O’Donnell et al. (2014) revealed that children who engaged in the 12-
session group treatment involving caregivers reported decreased symptoms of grief, PTS, 
depression, and overall behavioral adjustment. Symptom reduction were reported by both 
children and caregiver’s posttreatment and at 3 and 12 month follow ups. This emphasizes that 
children between ages 7-13 years old who have endured out of home placement can benefit from 
TF-CBT group intervention. One limitation to this study is that the group facilitators did not have 
specific degrees in mental health, however received a 10-day training on TF-CBT and the group 
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format. This was due to lack of mental health professionals in the area in which the group was 
implemented.  
Also found to be effective in preschool aged children in a group setting is a mindfulness-
based curriculum. Flook, Goldberg, Pinger, & Davidson (2015) set out to evaluate the 
effectiveness of 12-week mindfulness-based kindness curriculum within preschool classrooms. 
Results showed that the intervention group showed greater improvements in domains of learning 
health and social-emotional development, whereas the control group exhibited more selfish 
behavior overtime. It was also shown that these children improved on cognitive flexibility and 
delayed gratification as well.  
This research is relevant to children who have been placed out of home as they are often 
lower in regulation abilities and social competence (Howard et al., 2014). Flook, Goldberg, 
Pinger, & Davidson (2015) found that children who initially scored lower in social competence 
and executive functioning demonstrated larger gains relative to the control group. This research 
emphasizes that relatively short treatment periods and group interventions are effective for 
preschool aged children. It also encourages the use of mindfulness with young children and at-
risk children within diverse environments.  
Lastly, Bounce Back is a cognitive-behavioral, skill based, group intervention aimed at 
relieving symptoms of child traumatic stress, anxiety, depression, and functional impairment 
among elementary school children ages 5-11 (NCTSN, 2017). Developed as an adaptation for 
elementary aged students of the Cognitive-Behavioral Intervention for Trauma in Schools 
(CBITS) program, Bounce Back contains many of the same therapeutic elements but is designed 
with added elements and engagement activities and more parental involvement to be 
developmentally appropriate for 5-11 year old’s. The key components of this model contain all 
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of the key elements of CBITS and adds feelings, identification, positive activities, and social 
support (NCTSN, 2017). This intervention utilizes 10 group sessions that are one hour once per 
week and engages parents in sessions and sends home informational letters and homework. 
Langley, Gonzalez, Sugar, Solis, & Jaycox (2015) conducted a study to determine the 
effectiveness of the Bounce Back program in improving symptoms of PTSD, depression, and 
anxiety. This study utilized a delayed intervention group and an immediate intervention group 
for their participants. Results showed that when compared to children in the delayed group, 
children who received Bounce Back immediately demonstrated significantly greater 
improvements in parent-and-child-reported posttraumatic stress and child-reported anxiety 
symptoms over the 3-month intervention. These results were duplicated when the delayed group 
received the intervention. It was also found that the immediate treatment group maintained or 
showed continued gains in all symptom domains over the 3-month follow-up period.  
Santiago et al. (2017) wanted to expand of the literature on this program by assessing the 
effectiveness of Bounce Back with a primarily Latino sample of children who are experiencing 
high levels of trauma or other ongoing stressors. Results showed that there was a significant 
decrease in PTSD symptoms and an increase coping following the Bounce Back intervention. 
The study indicates that the Bounce Back program is effective among a culturally diverse 
population and for children who may be experiencing on going stressors.  
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Conclusion 
Within the literature, it is clear that there is a large population of children who suffer 
from mental health symptoms due to the abuse and neglect within their homes. These children 
are then placed within the foster care system and often face multiple placements and a turnover 
in caregivers. Due to these factors, children often experience increased mental health symptoms, 
behavioral disorders, and attachment difficulties (Howard et al., 2014). However, it has been 
found that children who are removed from the home fair better than children who are left within 
their home (Conn et al., 2015).  
It is clear that children who were adopted or are within the foster care system fair better 
in treatment when caregivers are involved. When caregivers are actively involved in treatment, 
they are better able to implement skills and concepts within the home allowing for generalization 
and greater usage of the skills. For this reason, caregivers are included for 15-minute increments 
within three group sessions. This is also why handouts on group content and homework are sent 
home within the implementation of this group. 
Research has begun to look at the effectiveness of group intervention with this population 
due to the building of social relationships and comradery due to similar experiences within the 
foster care system. TF-CBT, mindfulness, Incredible Years and the Bounce Back program have 
been found to be effective group interventions for this population. As the research is just 
beginning in this area, it was this authors goal to create a group for children ages five to six-
years-old who have endured out of home placement and trauma. The current author believes that 
a group focused on this population would be beneficial whether ran in a school or a community 
agency.  
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Group Overview 
Type of Group  
 The following group is based on Trauma Focused Cognitive Behavioral Therapy and 
Mindfulness based therapy. The group members have been selected based on their trauma 
symptomology and previous out of home placement. Out of home placement within this group is 
categorized as children who have been adopted, are within the foster care system, or have 
previously been placed in the foster care system. Although within a group setting it is natural for 
peers to offer support and members to feel supported, this is not a support group. A counseling 
group format was chosen to provide group members opportunities to learn and process their 
emotions and develop social skills. By providing group members with a group to gain knowledge 
and skills, as well as learning from and being supported by their peers, parents and teachers 
should see a decrease in trauma symptomology and an increase in prosocial behavior.  
Purpose 
The purpose of this group is to help children who have experienced trauma and have 
endured disruptions in their attachment due to out of home placement. As a result of the 
inconsistent home life children may have deficits in social skills as well as emotional regulation. 
Also, children who have been within the foster care system have endured complex trauma at 
much higher rates than the average population (Greeson et al., 2013). With constant change in 
environment and caregivers it is likely that the children may feel unsupported and may not be 
able to understand their trauma and emotions due to a lack of stable caregivers and appropriate 
models. It is hope of this author that providing a tight group of peers that have experienced 
similar situations will create comradery and normalcy among the children’s feelings and 
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experiences. It is also hoped that early intervention will counteract early symptoms of trauma, 
externalizing and internalizing behaviors, and social skill deficits.  
Facilitator Qualifications 
The facilitator of this group will be a mental health professional who has obtained their 
master’s degree from an accredited program. Professionals working towards their state licensure 
may facilitate this group as long as they are receiving supervision from a licensed supervisor. 
Supervision is also pertinent in order to maintain appropriate boundaries with children and 
caregivers and to ensure no countertransference is occurring. It is recommended that there be a 
licensed co-facilitator as well. This is recommended so that a co facilitator may utilize labeled 
praise for desired behaviors for the group members and implement the behavioral reward system. 
A cofacilitator may also be valuable to use due to the complex nature of the children and 
possible externalized behaviors.  
It would also be beneficial if the facilitators were trained in either TF-CBT or CBITS due 
to children’s trauma symptomology and content of group material. This is not required for the 
implementation of the group, however, would be valuable. The facilitators should also have 
experience in working with children and be familiar with children’s mental health and common 
behaviors due to trauma. Working with this population of children also requires high energy, 
patience, and knowledge about developmental stages which facilitators should possess.   
Group Format and Procedures 
Each group session has been planned to first open with a discussion or education relating 
to each week’s specific topic. This will be held on the “flower carpet” and will be led by the 
same group facilitator in order to provide consistency with the schedule and format of the group. 
During the discussion portion of the group, the co-facilitator will provide labeled praise as well 
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as distribute behavioral rewards for the children in honey pots displayed at the front of the room. 
This will increase the children’s attention and positive behaviors within the setting. Behavioral 
rewards will be given for behaviors such as sitting with a calm body, being a good friend, and 
participating in group.  
Since the age is from five to six-years-old, structured group sessions would be favorable 
and realistic. The facilitators should prepare prior to the group by familiarizing themselves with 
weekly modules, skills, and materials needed for crafts/activities. Facilitators should also identify 
what behaviors they will reinforce using the reward system and what behaviors they will ignore 
in order to maintain consistency across group sessions. These measures will help provide smooth 
transitions and a consistent group presentation.  
Screening 
The Child Behavior Checklist, Adverse Childhood Experience Questionnaire, and the 
Child-Post Traumatic Symptom Scale will be utilized to screen for group membership. These 
assessment tools will be given to the child and the caregiver in order to provide a clear clinical 
picture of the child’s symptoms and experiences. The group facilitators should ensure that the 
assessment used was appropriate based on the population that it was tested on. If there are any 
questions on the assessment or scoring, the facilitator should consult with their supervisor and 
use their clinical judgement. The CBCL and CPSS will be utilized post intervention to check for 
the group intervention’s effectiveness in reducing trauma symptomology.  
Group Membership 
Group membership will be found on the client enduring out of home placement such as 
foster care or adoption. Children who are in residential or inpatient treatment will not be 
considered for attendance of this group due to possible intensity of behaviors and safety of other 
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group members. Children will also have been recommended for counseling services based on 
clinical assessments and will be exhibiting trauma symptomology. Since the age range is young, 
gender is not a concern for having a successful group. Group membership will also not be 
obtained unless informed consent is signed by the caregiver and child.  
Group Norms and Goals 
Group goals will be collaboratively identified within the first session by group members 
and facilitators. When creating group goals, the facilitators should be mindful of what is 
developmentally appropriate and achievable within a ten-week time frame with this population. 
Example of group goals could include identifying emotions, identifying triggers, appropriate 
boundaries, how to self-regulate, and how to make friends.  
Group guidelines and norms will also be decided on by group members and facilitators 
within the first session. As the group size is smaller this should not take a large portion of the 
first session. All norms and guidelines will be made developmentally appropriate to ensure 
understanding and participation from all the group members. Some common group norms for 
children’s groups include: 
1. What happens in group stays in group! (confidentiality)  
2. We support each other by listening to each other 
3. We keep our hands and feet to ourselves 
4. If I feel too shy or sad to share, it’s okay to pass 
5. One person talks at a time   
Length and Frequency of the Group 
The length of this group follows a ten-week course plan with meetings running for 60 
minutes at a time. These are meeting are for consecutive weeks, at the same time, at the same 
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place, and on the same day of the week. It has been found that 10 weeks is long enough to see 
clinically significant change in preschool aged children (Langley et al., 2015; Santiago et al., 
2017). Parents will attend three group sessions for the last 15 minutes of the session in order to 
be informed on group content and support generalization of skills into their home. Should 
facilitators be unable to attend a session, notice will be provided to the children and the 
guardians in a timely manner. If the co-facilitator cannot be present, the professionals will use 
their clinical judgement on their ability to successfully conduct the group independently. A 
different provider will not step in as the facilitator or co-facilitator in order to maintain group 
cohesion and the therapeutic relationship. Group meetings will not be made up due to client 
absence. 
Size of the Group 
This group shall be available to five to six members at a time. This number is based on 
previous group interventions with preschool aged children (Ingley & Dobel, 2013; Langley et al., 
2015; Santiago et al., 2017). This size was also chosen considering that a co-facilitator will be 
utilized and that it is essential for a smaller group in order to provide focused attention to group 
members and to build relationships among group members.  
Closed Group 
 To ensure confidentiality, participation, and cohesion this will be a closed group. Group 
members will ideally start and close the group together. Providing structure and consistency with 
this population is pertinent towards group member relationships and group cohesion. By 
maintaining group members this will also ensure that the group goals will remain the same 
throughout the course of treatment which will in turn, increase the likelihood that the goals will 
be achieved.  
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Structure 
 Group sessions will follow a group discussion format for the first half of the session and 
the second half will consist of crafts or other engaging activities. The second half of the group is 
formatted this way in order to provide the content in ways that are familiar to the children (i.e. 
play). Within the first half of sessions, children will be provided information and be taught new 
skills. The first half of the session will also be a time for facilitators to assess for the group’s 
retention of previously learned skills in the group. Also, during this time, the facilitators will 
model appropriate expression of emotions and normalize emotions and the experiences of the 
children.  
The behavioral reinforcement program will be utilized for the entirety of the group 
session and duration of the group to promote desirable pro social behaviors among group 
members. Yellow beads will be placed in honey jars for behavioral reinforcement. Facilitators 
will utilize labeled praise for behaviors as beads are placed in jars to solidify the reason why the 
reward is being given. At the end of group sessions facilitators will count the beads earned for 
that session with the child one on one. 
 Facilitators can also use this time to review the group content for that day and emphasize 
positive behaviors exhibited. It would be the goal that each group member would obtain one of 
the reinforcement levels for each session. Four beads would allow the child to earn a sticker, 6 
beads would allow for a small prize and 10 or more would allow for a larger prize. This 
reinforcement program is based off of a similar program utilized within Incredible Years 
programming (Bywater et al., 2011). 
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Week 1- Introduction to Group and Group Members 
 
Objectives 
1. To introduce clients to the group environment, peers, 
and counselors 
2. To introduce clients to confidentiality and behavioral 
reward system 
3. Allow trusted caregivers to be introduced to the group 
and counselors 
 
 
 
Discussion  
Introduction to Group Counseling: 
-Welcome everyone to the group in a positive and calm 
manner 
-Explain confidentiality in a developmentally appropriate 
manner 
-Create group rules and goals together 
-Explain that everyone has had scary things happen to them 
and have new families 
-Emphasize that it is okay to have a lot of feelings 
- Last 10 minutes Introduce caregivers and explain that they 
will be involved on occasion 
-Have group members teach caregivers about group rules 
 
 
Activity & Materials Needed 
Self-Portrait Activity: 
-Allow children to create their self-portrait using various art 
supplies 
-Emphasize they can include whomever they would like 
(parents, siblings, animals, etc) 
-Allow clients to interact and speak to each other during this 
time 
-Have children sit in a circle and share their portraits with 
their peers and counselors  
Materials: 
-One piece of paper per group member 
- Crayons, markers, or colored pencils 
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Week 2-Emotion Identification 
 
Objectives 
1. To introduce clients to basic emotions 
2. To increase clients understanding of emotions of 
others 
3. To practice client’s vocalizing, identifying, and 
communicating about emotions 
 
 
Discussion  
Introduction to Honey Jar positive reinforcement system: 
- Show kids honey jars with their names (Appendix C) 
- Explain “honey drops” and how they are earned (for 
desirable behaviors) 
- Explain check out procedure at the end of session and how 
prizes are earned 
Introduction to Feelings: 
-Welcome everyone back and review previous session 
-Inform the group of the plan for session 
- Introduce clients to emotion flashcards  
- Have clients name emotions to match faces 
 
Activity & Materials Needed 
Musical Feelings: 
-Facilitators will place emotion face mats (Appendix D) 
around the room 
-Instruct the group that music will play and when the music 
stops each child should find an emotion mat 
-Once the music stops, each child should be asked to identify 
the emotion they are standing on and a time in which they 
experienced this emotion 
-Emotion mats will be removed as the game continues 
following the guidelines of musical chairs 
-Facilitators to silently observe client’s willingness to share 
emotions and regulation/boundaries when interacting with 
peers 
Materials: 
-Emotion cards, Emotion mats 
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Week 3- My Big Feelings 
 
Objectives 
1. To assist clients in recognizing and understanding 
emotions in their body 
2. To teach group members to identify intensity of 
emotions 
3. To teach group members how to take a break while in 
the group and other environments 
 
 
 
Discussion  
With the Group: 
-Recap previous session about emotions 
-Talk about how some emotions are “bigger”  
-Brainstorm where the group feels their feelings in their body 
on the board 
- Introduce children to break area in the group room 
(Appendix E) 
- Facilitator will demonstrate how to take a break and then 
have group members volunteer to do so  
 
 
Activity & Materials Needed 
 
Emotion Charades:  
-Put names of emotions in a bowl and have group members 
pick one out of a bowl 
-Have them use facial expressions, motions, body language to 
act out and have group members guess the emotion 
Where do I feel activity: 
-Give children where do I feel worksheet (Appendix F) 
-Prompt them to color where they feel emotions in their body 
-Have each client share their drawing to promote group 
involvement and communication 
Materials: 
- Where do I feel worksheet  
- Crayons, marker, or colored pencils 
- Emotion slips 
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Week 4- What to Do with My Feelings 
 
Objectives 
1. To assist clients in recognizing and understanding 
emotions in their body 
2. To provide clients with coping skills to be used both 
within the group and in other environments 
3. To increase parents understanding of coping skills to 
support generalization of skills 
 
 
 
Discussion  
With the Group: 
-Recap previous session about emotions (big and small) 
-Tell the group they are going to learn how to manage their 
emotions 
-Demonstrate various coping skills (deep breathing (Appendix 
G), lemon squeezes, count to 10) 
-Parents present for the last 10 minutes, group members to 
demonstrate coping skills to caregivers to support skill 
generalization and encourage positive interactions with 
caregivers 
 
Activity & Materials Needed 
 
Flower activity: 
- Explain that the group gets to do a fun art activity! 
- Cut out and construct flowers 
- Have clients practice using the flowers to practice skills 
(Appendix H) 
Materials: 
- Flower cut out 
- Scissors 
- Crayons, marker, or colored pencils 
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Week 5- Controlling My Anger and Impulses 
 
Objectives 
1. To assist clients in better understanding their anger and 
body experiences related to this emotion 
2. To normalize experiences and emotions of client’s 
developmental stage 
3. To allow for an opportunity for the child to practice 
self-control/regulation 
 
 
Discussion  
With the Group: 
-Review previous session regarding coping skills  
-Brainstorm with group triggers for anger  
-Utilize “Anger in my Body” printable (Appendix I) 
-Direct group members to share where they feel anger in their 
body 
-Watch Sesame Street video on impulses (Appendix J) 
-Discuss impulses group members may have and when it is 
good to have self-control 
 
 
Activity & Materials Needed 
 
Book: 
-Listen to read aloud of It’s Hard to be 5 by Jamie Lynn 
Curtis (Appendix K) 
-Ask what ways the group can relate to the character 
-Ask what the group CAN DO now that they are 5 to instill 
self-confidence 
Self-Control Bubbles: 
-Explain to the group they are going to practice their self-
control skills 
-Have the group members sit in a circle 
-Facilitator blows bubbles and lets group members pop as 
many as they want/move around 
-Facilitator blows bubbles again and has group members 
practice their self-control by refraining from popping them 
and remaining seated 
Materials: 
-Bubbles 
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Week 6- Who is Safe? 
 
Objectives 
1. To normalize the experience of foster care/adoption 
2. Assist clients in identifying safe and trusted 
individuals 
3. Help client identify what information to share with 
trusted adults   
 
 
Discussion  
With the Group: 
-Emphasize that group members have all had similar 
experiences (foster care/adoption) 
-Brainstorm emotions group members may have felt and 
validate them 
-Begin discussing safe places and people in large group- both 
currently and from the past 
-Identify qualities/characteristics of those individuals 
 
 
 
Activity & Materials Needed 
Trust Activity: 
-Hand out adults you can trust worksheet (Appendix L) 
-Direct group to draw/color people they can trust  
-Have group members share as they feel comfortable to 
promote ideas of safe people (caregivers, teachers, police, etc) 
Book: 
-Facilitator will read Murphy’s Three Homes (Appendix M) 
-Talk about Murphy’s feelings and common feelings of being 
in a new home 
-Ask the group what they know about foster care 
-Have group member share emotions they felt at different 
stages of foster care process 
Materials: 
-Adults you can trust worksheet 
-Crayons, markers, or colored pencils 
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Week 7- Good Touch Bad Touch 
 
Objectives 
1.  Assist the group in recognizing safe vs unsafe touches 
2. Increase self-confidence and self-advocacy in group 
members 
3. To allow group members to understand their bodies 
belong to them and they have the right to say who may 
touch it 
 
 
Discussion  
With the Group: 
-Ask the group about what they know about safe vs unsafe 
touches 
-Watch Safe Touch/ Unsafe Touch video (Appendix N) 
-Discuss reactions/emotions the group had to the video and 
normalize them 
-Review safe people activity from previous group session and 
who can be told if unsafe touches happen 
-Emphasize that unsafe touches are not children’s fault 
-Parents present for last 10 minutes, group members to teach 
parents about safe vs unsafe touches using diagram and steps 
learned if this does occur 
 
 
Activity & Materials Needed 
Book: 
-Read My Body Belongs to Me (Appendix O) 
-Discuss reactions to the book 
-Coach group members to practice saying “No” 
 
NO, GO, TELL activity:  
-Talk about steps if an unsafe touch happens 
-Hand children out coloring page (Appendix P) 
-Allow children to color sheet and ask any further questions 
-Facilitators to observe children’s response and 
comprehension of this skill 
Materials: 
-No, Go, Tell, coloring sheet 
-Your Body Belongs to You coloring sheet 
Crayons, markers, or colored pencils 
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Week 8- “Beeing” a Good Friend 
 
Objectives 
1. To increase group members ability to have positive 
interactions with peers 
2. Allow group members an opportunity to practice skills 
with same age peers 
3. Increase socially appropriate skills (boundaries, 
listening, nice words, sharing) 
 
 
Discussion  
With the Group: 
-Welcome the group back and watch Peppa Pig Best Friend 
episode to engage the group and introduce sessions topic 
(Appendix Q) 
-Once finished, ask group members whether Peppa was a 
good friend/not a good friend 
-Utilize white board and brainstorm qualities that make a good 
friend (manners, personal space, sharing, smiles) 
-Ask group members how they can practice being a good 
friend 
 
Activity & Materials Needed 
Buzzing Bee Craft: 
-Hand out materials to group members 
-Facilitators to demonstrate steps of craft as group members 
follow along (Appendix R) 
-Once craft is finished, talk about how our bodies can be feel 
busy and “buzzing” (dysregulation) 
-Review coping skills that can be used when this happens 
-Tell group members they can put their headbands on and be 
“busy bees” around the room (allow access to toys) 
-Encourage group members to practice their friendship skills 
(personal space, kind words, sharing) 
-Facilitators to provide labeled praise for group members 
using skills 
Materials: 
-Black and Yellow construction paper 
-Yellow pom poms 
-Black pipe cleaners 
- Tape and scissors 
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Week 9- Problem Solving 
 
Objectives 
1. To introduce group members to effective 
communication skills and problem solving 
2. To increase positive interactions with peers in a variety 
of settings 
3. To allow for practice of skills within the group  
 
 
Discussion  
With the Group: 
-Welcome the group back and review it’s hard to be 5 book  
-Have the group identify problems he had (sharing with 
friends, using you your words, who goes first) 
-Watch “Taking Turns” video (Appendix S) 
-Teach group members “I statements” and instances in which 
they can use them (Appendix T) 
-Introduce and review “problem solving wheel” (Appendix U) 
-Have group members identify problems that they have had 
and how they responded 
-Let the group know they only have one more group meeting 
after today 
 
Activity & Materials Needed 
Activity: 
-Utilize taking turns social script cards (Appendix V) 
-Cut up script cards and have group members draw two slips 
-Set up various toys around the room (board games, blocks, 
coloring, etc) 
-Coach children to practice utilizing the social script cards 
they drew, and other skills learned on problem solving wheel 
-Assist group members as needed when using skills and 
provide labeled praise for using them 
 
Materials: 
-Toys (blocks, board games, coloring utensils, etc) 
-Social script cards 
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Week 10- Group Closure 
 
Objectives 
1. To provide the group with time to reflect on the skills 
and how they have grown within the group 
2. Provide a safe environment to group closure 
3. Allow group members to say goodbye and review 
skills 
 
 
Discussion  
With the Group: 
-Ask the group about how they feel about it being the last 
group 
-Ask group what the biggest lesson they learned from group 
was 
-Ask group what their favorite activity/topic was  
-Review ways group can utilize skills outside of group and 
people who will continue to support them  
-Follow “Going on a Bear Hunt” video (Appendix W) 
-Have group members identify emotions in video and how 
they would deal with emotions 
-Normalize feeling scared and how to deal with that emotion 
 
Activity & Materials Needed 
Stress Ball Bumble Bee Craft (Appendix X): 
-Tell the group they get to make a fun craft to take home to 
remember the group and practice their lemon squeezes 
-Have group members work together to put flour in the 
balloon, help hold, etc and allow them to decorate 
-Facilitators to praise skills used and pro social behaviors 
-Have group members demonstrate using their bumblebee as a 
skill 
-Allow the group to decide how they would like to spend the 
remaining time in the group! 
Materials: 
-Yellow balloons  
-Flour 
-Funnel 
-Sharpie 
-Googly eyes and glue 
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Critical Analysis 
Strengths 
 Strengths of this manual include that it utilizes evidence-based models, addresses a 
population in need, and engages supportive caregivers. Another strength of this manual is that it 
provides early intervention which allows for greater growth and facilitation of resiliency. This 
manual adds to the interventions and literature in the field as it one of the first to target this 
specific population and symptomology. Lastly, it is beneficial that this group utilizes multiple 
resources and mediums of delivery to help drive creativity and engagement of group members.  
Growth Areas 
  One potential growth area for this manual may be adding an additional group facilitator 
to assist in group management. The author chose to include two group facilitators as it is 
standard for the groups this size (Flook et al., 2015). However, due to this writer’s choice to 
include a positive behavioral reinforcement system it may be beneficial to include a facilitator 
designated to this for the best results in the usage of this system. The author chose not to include 
this as a necessity within the group manual as to not provide the additional barrier to group 
execution of acquiring a third group facilitator. 
 A second growth area of the group manual is lack of research supporting it due to gaps in 
literature. While there is literature supporting treatment modalities for this population and 
symptomology, there is a lack of research on group treatment modalities. There is also limited 
research on the utilization of play therapy techniques within a group setting. The author felt that 
the utilization of a group format would allow the intervention to reach a larger number of 
children and better serve the high needs of this population.  
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Perceived Difficulties 
 One perceived difficulty with the implementation of this group is that the group covers 
potentially triggering material and may elicit strong negative emotional reactions from group 
members. As a result, a child may be distant or unwilling to engage in group activities, thus 
negatively impacting the groups growth in processing. A second perceived difficulty may be 
behavioral outbursts of group members due to externalized symptoms of mental health. While 
the author included a “break area” to attempt to assist group members in regulation, this may not 
work for all group members. While assessments such as the CBCL and CPSS are utilized prior to 
group admission to assess for group readiness of members, there may be difficulties not 
accounted for within these assessments.  
 A third perceived difficulty may be the differences in experiences of group members as 
the author chose to include group members who endured out of home placement in the forms of 
adoption or foster care. This was chosen as the literature is missing interventions for both of 
these children. Both were also included as presenting symptomology and diagnoses were given 
for children who have been adopted and placed in foster care. The author attempted to include 
interventions and activities for children who have experienced either out of home placement or 
adoption. 
 The final difficulty may be the author’s choice to include caregivers in the group process 
and treatment of group members. This choice was made as treatment modalities that directly 
include caregivers are found to produce the largest change within children (Bywater et al., 2011, 
(Allen, Timer, Urquiza, 2014). One barrier may be caregiver’s ability to attend sessions, 
however, the author was conscious of this and included caregiver participation at the end of 
group sessions near pick up time. It is also possible that caregivers may disrupt the group 
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environment and could decrease some group members willingness to share and participate. The 
author chose to make this choice as the potential gains of having caregiver’s involvement in 
treatment outweigh the risk. It is the author’s hope that by caregivers and group facilitators 
modeling and sharing appropriate interactions, group members will be reinforced of safety and a 
positive group environment. It is acknowledged that children and groups can be unpredictable so 
facilitators must be fully aware of limitations and potential difficulties when working in this 
format with this population.  
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Appendices  
Appendix A: Group Advertisement  
 
 
 
 
 
 
 
The goal for this group is to allow children to process this 
change, provide them with skills, and improve the relationship 
with caregivers. 
 
• The first session will be held on April 6th from 5:00-
6:00pm 
• Meetings will be held every Monday for a total of 10 weeks 
• Sessions will be held at Moorhead Counseling Center  
 
For children 5-6 years old 
• Who have been placed in foster care or have been 
adopted 
• Are experiencing emotional difficulties 
• Need emotional and social support to 
decrease negative emotions and behaviors  
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Appendix B: Informed Consent 
 
 
Informed Consent 
 
I understand the purpose of this form is to establish a therapeutic relationship between my child 
(the identified client) and their counselor. I understand that these services are voluntary, and I 
have the right to discontinue this relationship and services at any time and are aware of the 
consequences of doing so (increased mental symptoms, decrease in functioning). I am 
guaranteed the highest professional and ethical services by group facilitators.                               
I __________________, have agreed to have my child _________________, participate in group 
therapy.  
 
 
Limits of Confidentiality 
 
It is a counselor’s ethical responsibility and goal to protect their client’s health care information. 
This includes written documentation and verbal communication in session. The following 
instances are circumstances in which counselors are ethically bound to break confidentiality as 
required by their licensing board and the law. The following are instances in which 
confidentiality is required to be broken: 
1. Abuse or neglect of a child 
2. Abuse or neglect of a vulnerable adult 
3. A client is a risk to their own well-being (potential suicide or plan) 
4. A client has made a threat of physical harm or made known of a homicide to an 
identified individual  
5. The court of law has sent a court order to break confidentiality   
 
Such as within this group, when the identified client is a minor, confidentiality towards the 
parents may be limited. Minnesota state law and ethical codes allow minors to request their 
private data stay private from their parents. Group facilitators will honor these requests when it is 
believed it is in the best interest of the child to protect them from physical or psychological harm. 
 
Lastly, I understand that as mandated reporters’ counselors may break confidentiality due to the 
circumstances outlined above within the limits of confidentiality. I also understand that group 
therapy also poses a risk to confidentiality as other group members may break confidentiality 
even after confidentiality is explained to them. Group facilitators will make sure confidentiality 
is explained by the best ability to all group members and caregivers.  
 
 
Client’s Signature: ____________________  Date: ______________ 
 
 
Parent/Guardian’s Signature: _______________ Date: ______________ 
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Appendix C: Honey Jars for Positive Reinforcement System 
From:  https://www.artskills.com/Project-Ideas/Just-BEE-cause-Vase.aspx 
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Appendix D: Emotion Mats 
From: https://www.kiddiematters.com/emotion-regulation-feelings-identification-activities/ 
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Appendix E: Break Area 
From: https://www.pinterest.com/pin/104568022586175431/ 
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Appendix F: Where Do I Feel Body Recognition 
From: https://www.therapistaid.com/therapy-worksheet/where-do-i-feel/art/none 
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Appendix G: Deep Breathing Flower Activity  
From: https://www.teacherspayteachers.com/Product/Mindfulness-Posters-Free-2955122 
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Appendix H: Breathing Activity 
From: From: https://www.teacherspayteachers.com/Product/Mindfulness-Posters-Free-
2955122 
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Appendix I: Anger in My Body example 
From: https://www.mylemarks.com/store/p312/Anger_and_My_Body_%28_ES%29.html 
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Appendix J: Self Control Video 
From:https://www.youtube.com/watch?v=9PnbKL3wuH4&list=PLDeUshvra29S9lbTcZ-
X45GcEHM2bSvIR&index=2
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Appendix K: Read Aloud Video of It’s Hard to be 5 
From: https://www.youtube.com/watch?v=zjmgX5BMeX0 
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Appendix L: Adults You Can Trust Worksheet 
http://theplaylady.blogspot.com/2014/05/identifying-safe-adults-for-your-
child.html?spref=pi 
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Appendix M: Murphy’s Three Homes Children’s Book 
From: https://www.amazon.com/Murphys-Three-Homes-Children-
Foster/dp/1433803852/ref=sr_1_2?keywords=murphy%27s+three+homes&qid=1583783905&sr
=8-2  
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Appendix N: Safe and Unsafe Touches Video 
From: https://www.youtube.com/watch?v=zNTUMNKSNwk 
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Appendix O: My Body Belongs to Me Book 
From: https://www.amazon.com/My-Body-Belongs-Head-
Toes/dp/1626363455/ref=sr_1_4?crid=1ZFH5ED5I4ORQ&keywords=my+body+belongs+to+m
e&qid=1583785314&sprefix=my+body+belongs%2Caps%2C189&sr=8-4 
 
F 
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Appendix P: “No, Go, Tell” Coloring Sheets 
http://www.schoolcounselingbyheart.com/2013/03/07/second-grade-lessons-for-sexual-
abuse-prevention/ 
 
 
 
 
 
 
 
 
https://www.amazon.com/My-Body-Belongs-Head-Toes/dp/1626363455 
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Appendix Q: Peppa Pig Friendship Video 
From: https://www.youtube.com/watch?v=pDUASheI0aI 
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Appendix R: Busy Bee Headband Craft 
From: http://simpleathome.com/busy-bee-headband-kids-spring-cleaning 
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Appendix S: Taking Turns Video 
From: https://www.youtube.com/watch?v=AKNdRxoDLKw 
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Appendix T: “I Statements” 
From: http://alsolis.blogspot.com/2014/07/i-message-poster.html 
 
 
 
 
 
 
 
 
 
 
BEEHIVE GROUP COUNSELING  55 
Appendix U: Problem Solving Wheel 
From: https://www.teacherspayteachers.com/Product/Problem-Solving-Wheel-4038398 
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Appendix V: Taking Turns Social Script 
From: https://drive.google.com/file/d/0B86bxhFxYKGzeE1Ca092X1BJX1U/view 
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Appendix W: Going on a Bear Hunt Video 
From: https://www.youtube.com/watch?v=5_ShP3fiEhU 
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Appendix X: Bumble Bee Stress Ball 
From: https://kidfriendlythingstodo.com/bumble-bee-balloon-fidget-sensory-craft-kids/ 
  
